Recent experimental studies shown that real-time power modulation myocardial contrast echocardiography (RT-MCE) permits accurate detection of myocardial perfusion (MBF) abnormalities, both at rest and dudng pharmacological stress. However, the ability of RT-MCE to detect angiographic coronary artery disease (CAD) in patients (pts) remains uncertain. Accordingly, we studied 23 pts (64 ± 9 years) without previous infarction with both rest and dipyndamola RT-MCE and MIBI SPECT. Results of both tests were compared to those of coronary angiography. Methods: With RT-MCE, MBF reserve was quantitated by measuring microbubbles velocity ([~) and myocardial blood volume (A) at rest and during dipyridamole. With SPECT, MBF was assessed semi-quantitatively and graded as normal, fixed defect or reversible defect. Data were analyzed on both a segmental and per vascular territory basis. Segments and vascular terrtlodes were considerod as ischemic (is) or non-ischemic (Nis) depending on the presence or absence of a significant (>50°/°) stenosis on the supplying artery by quantitative coronary angiography. Results: Significant CAD were found in 16 pts and involved 26 vascular territories. With RT-MCE, ~ reserve and MBF (product of A and I~) reserve were significantly higher in Nis (2.6 _+ 1.3 and 2.9 -+ 1.5) than in Is segments (1.4 _+ 0.8 and 1.6 _+ 1.0, both p<0.0001 vs Nis). By usa of cutoff values of 1.86 for ~ reserve and 1.87 for MBF reserve (derived from ROC curves analyses), the sensitivity and specificity of RT-MCE for detection of Is segments were 74%, 78% and 75%, 79%, respectively for ~ reserve and MBF reserve. The ability of RT-MCE to detect CAD in vascular territories was also investigated. With both RT-MCE and SPECT, vascular territories were considered to be abnormal if at least 2 adjacent segments were deemed ischemic during dipyddamole. Background: Clinical markers used to predict reperfusion in acute myocardial infarction (MI) are insensitive. Patients with a persistently occluded infarct-ralated artery (IRA) that is collateral dependent, or have a significant residual stenosis despite reperfusion, may derive the greatest benefit from early intervention, Myocardial contrast echocardiography (MCE) allows assessment of myocardial perfusion, and we hypothesized that quantification of myocardial blood flow (MBF) velocity with MCE could be used to distinguish collateral-dependent myocardium from reperfused tissue.
Methods:
Patients presenting with a first ST-segment elevation MI eligible for pdmary or rescue angioplasty (PCI) were enrolled. The risk area was determined as the akinetic area on 2D echo. MCE was performed with continuous infusions of Optison (Mallinckrodt) during intermittent ultraharmonic imaging (Agilent) immediately prior to PCI. MBF velocity within the risk area was quantified from the rate of rise of video intensity (VI) at different pulsing intervals (PI) on MCE. 
Results:

1118-49
Continuous Hands-Free Monitoring of Pericsrdiocentesia Using a Novel Ultrasound Transducer Premindra A. Chandraratna, John Tzecg, Sridhar Vijayasekaran, Eddie Agopian, LAC+USC Medical Center, Los Angeles, California. Background: Pericardiocentesis can be monitored with a hand-held transducer. The purpose of this study was to assess the feasibility of monitonng pericardiocentesis using a novel ultrasound transducer, which can be attached to the chest wall, developed in our laboratory (CONTISON).
Methods:
We studied nine patients with large pericardial effusions. The 2.5 MHz transducer is spherical in its distal part and mounted in an external housing to permit steering in 360 degrees. The external housing is attached to the chest wall using an adhesive patch. The CONTISON transducer was placed at the cardiac apex and an apical four chamber view obtained. Pericardiocentesis was performed from the subcostal position. The pericardial effusion was continuously imaged, Mitral inflow velocity signals were recorded pre and post pericardiocentesis. When fluid was first obtained, 50 co of fluid were discarded after which 5 cc of agitated saline was injected through the needle.
Results:
In the first patient the pericardiocentssis needle was seen in the left ventdcular cavity. Saline injection produced a contrast effect in the left ventricle. The needle was gradually withdrawn until contrast was seen in the pericardial sac. A total of 1700 cc was removed without further complications. The second patient had clear fluid followed by blood stained aspirate. The echocardiogram showed gradual appearance of granular echoes within the pericardial sac, suggestive of intrapericardial clot which was subsequently surgically evacuated. In the remaining seven patients, agitated saline produced a contrast effect in the pericardial sac indicative of proper needle position. Mitral flow velocity paradoxus was noted in 5 pts, and it resolved after pedcardiocentesis in 4 pts. No adjustment of the transducer was required.
Conclusion:
The CONTISON transducer permitted continuous monitoring of pericardiocentesis. This technique could potentially facilitate pericardisoentesis.
